We sought to evaluate the use of the Ronald McDonald House (RMH) for selected high-risk pregnant women.
INTRODUCTION
Prolonged hospital stays are a common approach to the otherwisestable patient who needs to be in close proximity to a tertiary care center because of the risk of acute obstetrical complication. Hospital costs of this approach are substantial. Studies have reported that outpatient management of some patients with obstetrical complications is an acceptable alternative. 1, 2 At Albany Medical Center Hospital (AMCH), select antepartum patients were housed at the nearby Ronald McDonald House (RMH) to avoid the costs of hospitalization and provide a more home-like environment as an alternative to in-patient care while at the same time maintaining proximity to AMCH.
MATERIALS AND METHODS
Patients on the Maternal Fetal Medicine service at AMCH were deemed eligible for antepartum stays at the RMH if their only indication for hospitalization was to maintain proximity to a tertiary care center. Proximity to AMCH was felt to be important in these cases to avoid the potential time delay if transport back to AMCH was necessary for a change in clinical status. The RMH is located one block from AMCH. Patients were sent to the RMH if they needed to remain in close proximity to AMCH but did not need in-patient care and they consented to being discharged to the RMH.
Although several subjects were sent to the RMH directly after outpatient evaluation, most were discharged there after hospitalization at AMCH. They were initially evaluated on labor and delivery, and then transferred to the antepartum ward when deemed stable. Patients were discharged to the RMH only after a period of in-patient observation confirmed the absence of active labor. Patients were not sent to the RMH unless there had been no vaginal bleeding for at least 2 days. There were no preset limits on cervical dilation that would exclude transfer to the RMH.
Meals are provided for guests at no charge. Facilities and services available at the RMH enabled restricting patient's activity level if clinical warranted to bedrest with privileges for bathroom and meals. Patients would not be candidates for discharge to the RMH if more restricted activity levels were deemed necessary. At least one RMH administrator is present on site at all times. Patients were seen on the Maternal Fetal Medicine outpatient service as needed while guests of the RMH. There was no standard protocol for follow-up because of the diversity of obstetrical complications that initiated these patient's stays at the RMH. The frequency of the outpatient visits and need for fetal testing varied according to the clinical circumstances. A 24-hour emergency transportation service was available for urgent needs. Patients were sent home from the RMH if a gestational age was achieved at which delivery at the referring hospital could be safely accomplished according to the community obstetrician who would be taking over primary responsibility for this patient's care after she was sent home. Subjects could also be sent home at the discretion of the attending Maternal Fetal Medicine physician at AMCH if it was felt that this patient was stable enough for care back in the community.
All subjects utilizing the RMH from November 1999 to June 2003 were enrolled in this study. Antenatal, delivery, and neonatal data were collected. The number of days staying exclusively at the RMH as an antepartum patient was calculated for each subject. The daily charge for use of the RMH is voluntary and is $8 per day. The RMH operating expenses are charity based. The governing board of the Capital Region RMH approved the use of the RMH for antepartum patients. The institutional review board of Albany Medical Center approved this study.
RESULTS
A total of 41 antepartum subjects utilized the RMH during the study period. In all, 38 were initially evaluated in labor and delivery at AMC followed by hospital admission. Three additional subjects were offered and accepted antepartum stays at the RMH after outpatient evaluation. The mean gestational age at transfer to the RMH was 30.8±3.6 weeks (range 20 to 36). The mean number of days subjects stayed exclusively at the RMH was 14.7±17.7 days (range 0 to 106). One subject with placental abruption stayed at the RMH twice during her pregnancy with time spent at home between her RMH stays. The two most common obstetrical complications prompting use of the RMH were preterm labor (22 subjects) and preterm premature rupture of the membranes (10). The remaining indications for RMH utilization were placenta previa (three), cervical shortening (three), placental abruption (one), and placenta accreta (one). One additional subject stayed at the RMH for patient convenience overnight prior to a scheduled Cesarean delivery for a fetal anomaly. Four subjects were admitted to the hospital during their RMH stay and discharged back undelivered to the RMH.
The 38 subjects sent to the RMH from AMCH had a mean hospital stay at AMC of 9.0 days (range: 3 to 28 days) prior to transfer. Of the 22 subjects with preterm labor, the mean cervical dilation at the time of discharge to the RMH was 2.8 cm (range: closed to 6 cm). Of these 22 subjects, 14 were between 1 and 3 cm dilated. Those with placenta previa, abruption, or placenta accreta were not sent to the RMH unless there had been at least a 2-day period without vaginal bleeding during observation at AMCH.
Of the 11 subjects sent home from the RMH and delivering at outlying hospitals, all neonates had a 5-minute Apgar of 8 or greater. The other 30 subjects delivered at AMCH. Of these 30, 12 subjects were delivered by scheduled Cesarean or after induction in a nonlaboring mother. Of the 18 remaining ''unscheduled'' deliveries, three delivered within 3 hours of admission to AMCH (''short interval'') and 15 delivered 5 hours or greater after admission. All 18 of these subjects were admitted directly from the RMH.
Two of the three infants in the ''short interval'' group had 5-minute Apgar scores of 8 or above. One of these two had a cord pH performed, which was 7.25. The third subject was readmitted to AMC because of a bleeding placenta previa after ten days at the RMH. She had a reactive fetal heart tracing upon admission. This patient was delivered by Cesarean 2.5 hours after admission because of the development of a nonreassuring fetal heart tracing. The umbilical cord pH was 7.0 with Apgars of 4 at 5 minutes and 7 at 10 minutes.
There were two neonatal deaths in the study population, both due to extreme prematurity. They were in the preterm PROM group and both underwent an induction at AMCH. One subject had preterm PROM at 19 weeks gestation. She was induced at 21 weeks because of bleeding; birth weight was 345 g. The other subject suffering a neonatal death had preterm PROM at 22 weeks. She was induced for chorioamnionitis at 23 weeks gestation; birth weight was 520 g. This infant delivered 12 hours after readmission to the hospital from the RMH. Other than these two cases of neonatal death, there was no neonate in the study population with a 5-minute Apgar of less than 4, a potential risk factor for longterm morbidity. 3 Out of 30 deliveries at Albany Medical Center, 20 had umbilical artery cord pHs determined. All pHs were 7.2 or greater, except for the subject with a cord pH of 7.0 described previously. The RMH was utilized exclusively for 586 days for antepartum patients during the study period, indicating substantial reductions in hospital resource utilization. Although not specifically studied, patient satisfaction in those staying at the RMH appeared uniformly high.
SIGNIFICANCE
Housing stable antepartum patients at the RMH was shown to be a cost-effective alternative to in-patient care in select high-risk obstetrical patients. There were no adverse outcomes identified in the study population due to the utilization of outpatient management at the RMH. Those delivering shortly after readmission to AMCH were specifically examined for adverse outcomes due to a delay in medical care and none were found. A recent study found that 0.8% of women experience extended hospital stays during pregnancy. 4 Finding safe alternatives for some of these women would result in substantial reductions in healthcare costs and likely increase patient satisfaction.
The only subject identified with a umbilical cord pH less than 7.2 had a reassuring fetal tracing on readmission to AMCH and subsequently underwent Cesarean delivery because of a change in the fetal status, which occurred while an in-patient at AMCH. The two neonatal deaths in this case series occurred in two subjects whose pregnancy was complicated by previable premature PROM. Dowd and Permezel 5 reported that the fetal survival rate in cases of preterm PROM at less than 24 weeks was only 18.5%. Thus, adverse perinatal outcome in these cases is common. The outcome in these three cases was not attributed to their stays at the RMH. This is a descriptive study of our experience with the RMH. This study does not specifically address the question of the safety of outpatient management for various obstetrical complications. Instead, those enrolled in the study were deemed clinically ready for discharge except that the location of their home was too far away from AMCH. A randomized study would best address the safety of outpatient management for particular obstetrical complications.
